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localization theory, that is as to the generally adopted view. Then in 
literature we have recorded, cases where astereognosis was found corre¬ 
sponding to lesions of portions of the brain other than the parietal lobe. 
Dr. Mills himself in an article speaks of the limbic lobe as a possible 
center for astereognosis. 

HEMIANESTHESIA TO PAIN AND TEMPERATURE AND 
LOSS OF EMOTIONAL EXPRESSION ON THE RIGHT 
SIDE, WITH ATAXIA OF THE UPPER LIMB ON 
THE LEFT. THE SYMPTOMS PROBABLY DUE 
TO A LESION OF THE THALAMUS OR 
SUPERIOR PEDUNCLES 

By Charles K. Mills, M.D. 

The following case presents such an unusual combination of symp¬ 
toms as to make it worthy of being presented to the Society and per¬ 
manently recorded. It is difficult to fix the site of a single lesion capable 
of producing a symptom complex which includes heminanesthesia and loss 
of emotional expression on one side of the body and ataxia of the upper 
extremity on the other, but it is probable that such lesion is situated in 
the thalamus of one side, and perhaps extends into the superior peduncles 
of both sides. 

G. S., thirty-four years old, barber, was admitted to the men’s nervous 
wards of the Philadelphia General Hospital, November 29, 1907, com¬ 
plaining chiefly of weakness on the left side of his body and numbness on 
the right. The patient’s mother died at the age of 39 from “typhoid 
pneumonia.” His father is living and well. He has two brothers and 
one sister who enjoy good health. There is no history of renal, cardiac, 
tubercular or malignant disease in the family. The patient’s history as 
to nervous or mental disorders is negative. The patient has always 
been an excessive drinker, principally using whiskey. He averaged about 
one-half pint of whiskey daily. He has had two attacks of gonorrhea 
and he had a sore on his penis, but no secondaries. 

Ten weeks ago he was suddenly seized with vertigo, accompanied 
with nausea and vomiting. He was confined to his bed for a week and 
was under the care of a doctor. When he tried to resume his work as a 
barber, he found that his left side was somewhat weaker and the left 
arm more awkward than before his attack. He also found, while cutting 
a boy’s hair, that this arm was tremulous, and he was not so proficient 
in his trade as heretofore. In addition he experienced a sense of numb¬ 
ness in the entire right side. His friends have noticed that since his 
illness, when laughing he only smiles with the left half of his face. 

Examination of the patient shows that the pupils are moderately 
dilated, equal and regular. They react promptly to light, accommodation 
and convergence. Extraocular movements can be well performed. Asso¬ 
ciated movements are normal. There is no ptosis, nystagmus, exophthal- 
mus or hemianopsia. When asked to look upwards, he does so and his 
forehead wrinkles equally well on both sides. The nasolabial folds are 
as well marked on one side as on the other. The palpebral fissures are 
about the same on the two sides. He can purse his mouth fairly well, 
as in whistling, and he can .move the two sides of his face equally well. 
In spite of the fact that this man can perform all movements of the 
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face voluntarily, without any difference between the two sides, on in¬ 
voluntary laughter he only smiles with the left side of his face, the 
opposite side being perfectly passive. He protrudes his tongue in the 
midline and can move it from side to side. There is no atrophy nor 
tremor. The jaw drops in the median line. The actions of the tem¬ 
porals and masseters are well preserved. 

The arms are of good development. Power, by the grip test, is 
somewhat diminished in the left side. Resistance to passive movement 
is equally good on both sides. He can perform' all the normal move- 
ments_ well. In the finger to nose test there is a marked ataxia on the 
left side, almost amounting to an intention tremor. In the right ex¬ 
tremity no ataxia is apparent. When he extends his hands there is a 
coarse tremor of both hands, that in the left being much more marked 
than that the right. The oscillations are upwards and downwards. 'There 
is no tenderness over nerve trunks. Atrophy is absent. Biceps and tri¬ 
ceps jerks are exaggerated, and equally on each side. The legs present a 
go6d musculature. All normal movements can be well performed. In the 
heel to knee test no ataxia is demonstrable in either extremity. No atrophy 
or tenderness is present over nerve trunks. Knee jerks and ankle jerks are 
exaggerated on both sides. Plantar stimulation causes plantar flexion of 
the toes on both sides. Ankle clonus is absent. The patient shows no 
alteration of station with eyes open of closed. He also exhibits no 
abnormality of gait with eyes open, but when closed incoordination is 
present to a slight extent. 

In the right half of the body to the median line absolute loss of 
sensation to pain and temperature is present. In testing he calls the pin 
prick dull, except on the right side of the forehead, where he says he 
feels the sharp touch. Although he feels here, the sensation on the 
opposite side is much more acute. Touch and muscle sense seem to be 

well retained. There is no astereognosis. The sphincters are apparently 

normal. No defects of speech are noted. The mentality of the patient 

is good; no delusions nor hallucinations being present. The chest pf 

the patient is well formed and he has good expansion on both sides. Pul¬ 
monary resonance is good throughout. On auscultation normal breath 
sounds are heard. No adventitious sounds present. Examination of 
the heart shows that the apex beat is not observed on inspection. On 
palpation it is found to be diffuse, although not forcible in the sixth 
interspace. Cardiac dulness is slightly enlarged. The first apex best is 
weak. No murmurs can be detected. The spleen and liver are not en¬ 
larged, and no tumors or ascites are apparent. 

Dr. Spiller agreed with Dr. Mills in his diagnosis. He believed the 
lesion must be in or near the optic thalamus. Numerous cases are re¬ 
corded in the literature of unilateral ataxia on the side of a lesion in the 
brain stem, and tremor is believed to be a sign of a lesion in the cerebral 
peduncle, as in Benedikt’s symptom-complex. 

ASCENDING POSTEROLATERAL SCLEROSIS 
By T. H. Weisenburg, M.D. 

Some years ago Dr. Mills first described a new symptom complex 
which consisted in an ascending degeneration of the pyramidal tracts. 
Dr. Weisenburg now reports two cases in which there was an ascending 



